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1.0 Uganda HIV & AIDS Status at a Glance 

1.1 Introduction 

Uganda is a land locked country located in East Africa, bordered by Sudan in the north, 
Kenya in the east, Tanzania and Rwanda in the south and Democratic Republic of Congo in 
the west. It covers 241,551 square kilometres, of which 197,323 square kilometres is land 
area.1 The country is divided into 79 Districts2 all of which have a decentralised local 
governance system. The districts have various land sizes and populations. 
 
With its population growing at the rate of 3.2% per annum, Uganda has one of the highest 
growth rates in the world and higher than the Sub-Saharan Africa average of 2.4%. The 
population of Uganda as projected for 2007 is 28.4 million people;3 51.5% of these are 
female and 48.5% male while 13.1% of the population lives in urban areas and 61.2 % is in 
the working age bracket of 10-59 years. The population distribution is as indicated in Figure 
1.1-1 below.  
Figure 1.1-1 : Age distribution of Uganda’s Population4 
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Following a number of macro-economic policies, Uganda has experienced solid economic 
growth of 6-7% per annum over the last decade.5 Although income poverty is estimated to 
have reduced from 56% in 1992 to 31% in 20056, the country is still facing challenges of 
equitable distribution of the economic gains. The per capita GDP as of 2006 was Uganda 
Shillings (Ug. Shs.) 599,030, which is an equivalent of about US$ 330. It is reported that 
6.3% of adults aged 15-59 years are infected7 with the Human Immunodeficiency Virus 
(HIV) and 46.1% positive for Herpes Simplex type 2 Virus (HSV-2). The Total Fertility Rate 
                                                 
1 Statistics Abstract Uganda Bureau of Statistics 2006 
2 www.molg.go.ug/generalinfor.htm - 30/11/07 
3 State of Uganda Population Report 2007 
4 Uganda Population and Housing Census, 2002 
5 National Strategic Plan for HIV/AIDS Uganda , 2007/08 – 2011/12. 
6 Uganda Human Development Report 2007 
7 Uganda HIV/AIDS Sero-Behavioural Survey 2004-2005 
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the Abstinence, Be faithful, correct/ consistent Condom use (ABC) strategy, ensure 
availability of safe blood for transfusion, conduct HIV surveillance and to initiate 
programmes for care and treatment. By the early 1990s a large part of the HIV & AIDS 
infected population had succumbed to opportunistic infections with a higher prevalence in 
urban areas as compared to rural areas. It is estimated that the epidemic had its peak during 
this period with the averageError! Bookmark not defined. national antenatal HIV prevalence of 18 % 
in rural areas and 25%-30% in major urban areas. It was realised that addressing the epidemic 
needed a collective effort from all stakeholders in their different mandates and areas of 
comparative advantage and capabilities. Political leadership, political commitment and 
openness about the epidemic were identified as key in controlling the epidemic. This marked 
the first phase of the epidemic. 
 
The second phase (1992-2000) showed a declining HIV prevalence and incidence, 
particularly in urban areas.  Nationally, HIV prevalence declined during the 1990s among 
antenatal clinic attendees and voluntary counselling and testing clients.  Similarly, there were 
declining HIV incidence and prevalence levels in population-based cohorts in rural areas of 
Masaka district and Rakai district. The decline in HIV incidence and prevalence was 
attributed to the increased age of sexual debut; reduction in sexual partnerships outside of 
marriage; and increased use of condoms. 
 
The third phase of the Uganda HIV epidemic (since 2000) has been characterised by 
stabilisation of the HIV prevalence at a level ranging from 6-7%.  However, there are 
anecdotal indications, from the national surveillance system corroborated by data from 
longitudinal cohort studies, of an apparent increase in HIV prevalence and incidence during 
the last few years5. 

1.3.2 Drivers of the Epidemic 

In Uganda, some of the factors driving the epidemic include behavioural factors, social–
cultural, socio-behavioural, economic and geographic factors. These include higher risk sex 
(which include non-marital sex, extra-marital sex, non-consensual sex, commercial sex, 
transactional sex, intergenerational sex and sex for survival), mother to child transmission, 
HIV discordance and non-disclosure, poverty, early marriage, glorification of non-marital 
sex, multiple sexual partners, stigma, discrimination and Sexually Transmitted Infection 
(STI) prevalence10.    
  
New infections are found highest among the cohabiting/married/widowed group at 42% as 
shown in Figure 1.3-1 below. Transmission through blood transfusion is estimated as 
negligible due to the control measures taken to ensure blood safety based on international 
guidelines. 

                                                 
10 Accelerating HIV Prevention, The Road Map towards Universal Access to HIV Prevention in Uganda, April 
2007. 
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Figure 1.3-1 : Distribution of New Infections by Sources 5 

 
 

1.3.3 Knowledge, Attitude, Practices and Behaviour on HIV & AIDS 

Of the age group of 15-49 years, 28.3% women and 35.8 % men have comprehensive 
knowledge about HIV & AIDS while for the ages 15-24 years 29.5% women and 35.3% men 
do have a comprehensive knowledge according to the results of the Uganda Demographic 
and Health Survey of 2006 (UDHS). Comprehensive knowledge of HIV & AIDS here is 
taken to mean (a) those who know that the risk of getting AIDS virus can be reduced by using 
condoms at every sexual contact or by having only one sexual partner who neither does not 
have HIV nor any other partner, (b) who know that HIV cannot be transmitted through 
mosquito bites or sharing food with an infected person and (c) who know that a healthy 
looking person could have HIV10.  
 
Comprehensive knowledge about HIV & AIDS shown in Figure 1.3-2 below is highest in 
those (men and women) who have ever had sex. Furthermore, 73.3% of women and 62.5% of 
the men aged between 15-49 years knew that HIV can be transmitted by breastfeeding and 
64.8% of the women compared to 63.6% of the men covered the survey knew that the risk of  
Mother to Child Transmission of HIV (MTCT) of HIV can be reduced by mother taking 
special drugs during pregnancy.  It was also reported that 90.1% of respondent women and 
91.3% men were willing to care for a family member with AIDS in the respondent’s homes, 
while 52.5% women respondents and 62% men would rather not disclose that their family 
member got infected with the virus that causes AIDS. Of the sexually active respondents but 
aged 15-49 years, 15.9% of the women and 36.2% men engaged in higher-risk sex 
intercourse in the past six months. Higher risk sex11 is higher in the age group 15-19 years for 
both women and men. The Report also indicates that 69.6% women and 89.7% men knew 
where to get condoms from. Finally, 98.7% of persons living in Internally Displaced People’s 
Camp (IDP) camps aged 15- 49 years were reported to have heard about HIV & AIDS. 
 
 

                                                 
11 Higher risk sex is defined as sex with a partner who was neither a spouse nor who lived with the respondent. 
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Figure 1.3-2 : Comprehensive Knowledge of HIV Between Age 15-49 Years by Marital Status7 
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1.4 The Policy and Programmatic Response to the HIV & AIDS 
Epidemic 

Since HIV was discovered, the leaders of government have included HIV prevention 
messages in their speeches to increase awareness about HIV, advocating for attention to 
People Having AIDS (PHA)s and reduction of stigma and discrimination. Several policies 
intended to provide direction to the HIV & AIDS response, have been developed and are 
under reviewError! Bookmark not defined.. They include HIV Counselling and Testing (HCT), Anti-
Retroviral Therapy (ART), Orphans and Other Vulnerable Children (OVC), Condom, Health, 
Decentralised Local Government, Agriculture, Universal Primary Education (UPE), 
Universal Secondary Education (USE) and Prevention of Mother-To-Child HIV 
Transmission (PMTCT). The draft HIV & AIDS policy is currently before the Cabinet and it 
will addresses the multi-sectoral nature of the response by bringing together all sectoral HIV 
and AIDS policies into one document. It should be noted that Uganda is committed to 
International Agreements and UN declarations and programs of action. 

Response to the Epidemic 

The drivers of the response to HIV & AIDS problem include Political Commitment and 
Support, Policy of openness enhancing better dialogue and communication, multi-sectoral 
interventions and co-ordination, Multiplicity of partners, Involvement of religious leaders, 
decentralised planning, programmatic targeting for discrimination issues, supportive policy 
and social environment, availability of local and external resources, research and community 
involvement10. As part of its mandate, UAC has continued in its effort to co-ordinate HIV 
partners and HIV workers, towards a stronger response. MoH and research institutions have 
continued with research in various aspects of the epidemic including HIV vaccine trials and 
microbicides. Treatment of opportunistic infections is a major focus. Priority research areas 
have also been identified. Civil society and PHA organisations are involved in HIV & AIDS 
planning, implementation, Monitoring and Evaluation of interventions to supplement GoU 
efforts depending on comparative advantage in performance. However, resource mobilisation 
and co-ordination still poses a daunting challenge.  
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Planning for the Response 

The National HIV & AIDS Strategic Plan (NSP) 2007/08 to 2011/12 which was developed 
through a broad consultative process is aligned to the Country’s Poverty Eradication Action 
Plan (PEAP) under Pillar 5. This focuses on Human Development and emphasizes preventive 
health care and commodities for basic curative care.  The Pillar is a further translation of 
Goal 6 of the Millennium Development Goals (MDGs)6  that aims at combating HIV & 
AIDS and target 7 that aims at halting and reversing its spread. 

Co-ordinating the Response 

Due to adoption of the multi-sectoral approach, GoU has partnered with the non-government 
organisations to address the HIV & AIDS problem. Currently there are about 1,500 Civil 
Society Organisations (CSOs)12 at national level registered with the Uganda National AIDS 
Service Organisations (UNASO) and many more CSOs at sub-national level. There are about 
1,400 People Having AIDS (PHA) organisations registered with the National Forum for PHA 
Networks in Uganda (NAFOPHANU). 
 
Since 2002, the country’s HIV & AIDS efforts are mainly coordinated through the National 
HIV & AIDS Partnership arrangement. At the central level, the Partnership comprises 
clusters of homologous organizations and agencies, termed Self-Coordinating Entities 
(SCEs). The SCEs include: Parliament, Government Ministries, UN & Bilaterals, National 
NGOs, International NGOs, Private Sector, Faith Based Organisations, PHA Networks, the 
Decentralized Response, Research Academia & Science, Young People and Media, Arts & 
Culture which are all represented through a Partnership Committee (PC). 
 
In the Districts, HIV & AIDS coordination is effected through a technical District AIDS 
Committee (DAC) and a political District AIDS Taskforce (DAT). This arrangement is 
translated at all Local Government levels, down to the grassroots community. 
 
All stakeholders meet at national level in an annual Partnership Forum to review progress and 
chart future direction. 

1.5 UNGASS Indicator Data 

One hundred eighty nine (189) United Nations (UN) member states adopted the United 
Nations General Assembly Special Session (UNGASS) Declaration of Commitment on HIV 
& AIDS in June 2001. The Declaration reflects global consensus on a comprehensive 
framework to achieve the Millennium Development Goal of halting and beginning to reverse 
the HIV epidemic by 201513. The Declaration addresses global, regional and country–level 
responses to prevent new HIV infections, expand healthcare access and mitigate the 
epidemic’s impact. Its vision extends to the private industry and labour groups, Faith-Based 
Organizations, non governmental organizations and other civil society entities including 
PHAs. Success in the response to AIDS is measured by achievement of concrete, time- bound 
targets. 
 

                                                 
12 UNASO and NAFOPHANU internal reports 
13 United Nations General Assembly Special Session on HIV/AIDS Guidelines on construction of Core 
indicators, 2008 reporting 
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In June 2006 UN member states met in the General Assembly to review progress and their 
commitments made in the 2001 based on their findings of the Global Progress Report 2006. 
Some refinements and additions were made to the indicators and data for Uganda for the 
reporting period is presented in Table 1.5-1. 
 
Table 1.5-1  Summary Performance of Indicators 

Indicator Achievement 2007 

National Commitment and Action Indicators 

AIDS spending, by categories 
and financing sources14 Expenditure by Broad thematic areas 2005/06

Ug. Shs.

Prevention 67,883,659,823
Care and Treatment  152,789,491,261
Orphans and Vulnerable Children 24,611,793,105
Program Management and Administration 80,528,974,729

Incentives for Human Resources 1,692,999,066
Social Protection and Social Services 
excluding Orphans and Vulnerable 
Children 

1,759,592,990

Enabling environment and community 
Development 

929,011,872

Research excluding operations  33,004,475,915

Totals 363,199,998,761

 
AIDS spending by Financing 
Source14 Financing Source Ug. Shs. 2005/06

GoU 22,095,284,821         

Bilaterals 280,690,303,339       

Multilaterals

UN Agencies 1,969,506,664           
Global Fund 16,152,627,657         
Development Bank Non-Reimburseable 15,594,546,520         
All Other International 26,697,729,760         

Total 363,199,998,761     

 
 
National Composite Policy 
index 
 

72% as computed from the questionnaire responses. 

                                                 
14 The UNGASS National Funding- AIDS Spending Categories by Financing Source for the Financial Years 
2005/06 and 2006/07 - HealthNet Consult 2007. 
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Table 1.5-1  Summary Performance of Indicators 

Indicator Achievement 2007 

National Programme Indicators 

Percentage of donated blood 
units screened for HIV in a 
quality assured manner 

100% - All blood units collected were screened5. 
 
 

Percentage of adults and 
children with advanced HIV 
infection receiving 
Antiretroviral Therapy 

39% (91,500) 5. of those needing ART are receiving as of the end 
of 2006. 
 
 

Percentage of HIV-positive 
pregnant women who receive 
antiretroviral treatment to 
reduce the risk of mother-to-
child transmission 

12% (10,289) of HIV positive5 pregnant women receive ART to 
reduce the risk of MTCT as of end of 2005. 

Percentage of estimated HIV-
positive incident TB cases that 
received treatment for TB and 
HIV 

60% of the newly registered5 TB cases were found to have HIV as 
of end of 2006. 

Percentage of women and 
men aged 15-49 who received 
an HIV test in the last 12 
months and who know their 
results 

4.0% Women and 3.8% Men5 as of end of 2005 
 
For Pregnant women during Antenatal Care is (4.8%)5 
 

Percentage of most-at-risk 
populations who received an 
HIV test in the last 12 months 
and who know their results 

49.3% CSWs had ever had VCT15 as of year 2003. 

Percentage of most-at-risk 
populations reached with HIV 
prevention programmes 

 

Percentage of orphaned and 
vulnerable children aged 0-17 
whose households received 
free basic external support in 
caring for the child 

10.7% receiving at least one type8 of support (medical, emotional, 
social/material, school related) for ages 5-17 completed years. 
Close to none receives all four types of support. 
 
4.1% received medical support in past 12 months8 
0.9% received emotional support in past 3 months8 
2.9% received social / material support in the past 3 months8 and 
6.1% received school related assistance in past 12 months8. 

Percentage of schools that 
provided life skills-based HIV 
education in the last academic 
year 

15% (Primary and Secondary schools with trained teachers in life-
skills as of 2005)5 

 

                                                 
15 KAPB and Sero Survey on HIV/AIDS and STDs among Commercial Sex Workers (CSWs) in Kampala City, 
Uganda, June 2003 
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Table 1.5-1  Summary Performance of Indicators 

Indicator Achievement 2007 

Knowledge and Behaviour Indicators 

Current school attendance 
among orphans and non-
orphans aged 10-14 years 

81.9% orphans attend school. The ratio for the age group 10-14 
years is not available but for ages 6-17 years the ratio is 0.968 as of 
end of 2006. 
 

Percentage of young women 
and men aged 15-24 who both 
correctly identify ways of 
preventing the sexual 
transmission of HIV and who 
reject major misconceptions 
about HIV transmission 

Comprehensive knowledge about HIV & AIDS - Women 15-24 
years 31.9% and Men 15-24 years 38.2%. Comprehensive 
Knowledge8 is taken to mean knowing that consistent use of 
condom during sexual intercourse and having just one uninfected 
faithful partner can reduce the chance of getting the AIDS virus, 
knowing that a healthy-looking person can have the AIDS virus, 
and rejecting the two most common local misconceptions 
(mosquito bites and sharing food) about HIV & AIDS 
transmission or prevention. 

Percentage of most-at-risk 
populations who both 
correctly identify ways of 
preventing the sexual 
transmission of HIV and who 
reject major misconceptions 
about HIV transmission 

82.6% cited two preventive practices15 
 
 

Percentage of young women 
and men aged 15-24 who have 
had sex intercourse before the 
age of 15 

Women 12% for age7 group 15-19 and 17% for 20-24. 
Men 16.3% for age7 group 15-19 and 10.8% for 20-24. 
 
 

Percentage of women and 
men aged 15-49 who have had 
sex with more than one 
partner in the last 12 months 

Women 3.8% Men 29.3%Error! Bookmark not defined. 

Percentage of women and 
men aged 15-49 who have had 
more than one sexual partner 
in the past 12 months who 
report the use of a condom 
during their last sexual 
intercourse 

Among those7 who had sex in the 12 months preceding the survey 
- Women 9.1% Men 16.1% 

Percentage of female sex 
workers reporting the use of a 
condom with  their most 
recent client 
 
 
 

15.3% women were categorised7 as engaging in higher-risk sex in 
the past 12 months of whom 46.7% used a condom at the last 
contact 
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2.0 Overview of the AIDS Epidemic 

2.1 Surveillance 

The component of Integrated Disease Surveillance in the Uganda Health Sector Strategic 
Plan II (HSSP II) falls under Programme Objective 4 namely “An Evidence-based Policy, 
Programme, Planning and Development in place16. This is contained in the Health Service 
Strategy “Effective delivery of an integrated Uganda National Minimum Health Care 
Package”. The programme goal is “Reduced morbidity and mortality from the major causes 
of ill health and premature death and reduced disparity therein”. The development goal is 
“Expanded Economic growth, increased social development and poverty eradication”. 
 
There are currently 25 HIV sentinel surveillance sites based in antenatal clinics that are 
located both in urban and rural areas and also distributed across Uganda. These are used to 
gauge the HIV infection trends. A new updated protocol for conducting Anti-Natal Care 
(ANC) and STD clinic based HIV17 surveillance is in use and involves collection of residual 
aliquots of blood samples. The blood samples are tested for syphilis and residual blood is 
refrigerated and transported to Uganda Virus Research Institute (UVRI) where they are tested 
for HIV. As can be seen from Figure 2.1-1 below, HIV sero-prevalence rates appear to have 
stagnated.  Samples for year 2006 are being analysed and report writing is ongoing while 
samples for 2007 are being collected. The HIV testing kits used include Determine for 
screening, Unigold for Confirmation and Satapak as Tie Breaker. A major change is that the 
country depends on development partners to support importation of HIV Testing kits, 
however occasional stock-outs still occur.  
Figure 2.1-1 : Trends in Antenatal HIV Sero-Prevalence in Selected Sentinel Sites17 
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2.2 Specific Studies 

2.2.1 HIV and AIDS Sero-Behavioural Survey 

The Uganda HIV and AIDS Sero-Behavioural Survey (UHSBS) 2004/05 is a nationally 
representative, population-based survey designed to obtain national and sub-national data on 
the prevalence of HIV and other sexually transmitted infections (STIs), and their social and 
                                                 
16 Annual Health Sector Performance Report – Financial Year 2006/2007. 
17 HIV/AIDS Surveillance Report STD/AIDS Control Programme Ministry of Health, 2003 
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demographic variations in the country. The survey was also designed to obtain information 
on knowledge, attitudes, and behaviour regarding HIV and AIDS. The overall goal of the 
survey was to provide programme managers and policy makers with strategic information 
needed to monitor and evaluate existing programmes and to effectively design new strategies 
for combating the epidemic in Uganda. Specifically, the survey was to obtain accurate 
estimates of the magnitude and variation in HIV prevalence in Uganda; obtain accurate 
information on behavioural and care indicators related to HIV & AIDS and other sexually 
transmitted infections; obtain accurate information on other HIV & AIDS programme 
indicators; provide information on HIV prevalence to calibrate and improve the sentinel 
surveillance system; determine the magnitude and distribution of syphilis, herpes simplex 2 
and hepatitis B infection. 
 
UHSBS 2004/05 found an average HIV prevalence of 6.4% in the age group 15-49 for both 
sexes; urban HIV prevalence being 10.1% and rural 5.7%; female HIV prevalence being 
7.5% and male 5.0%. Prevalence as shown in Figure 2.2-1 below was highest in the age 
group 30 – 34 completed years.  
Figure 2.2-1 : HIV Prevalence Between Age 15-59 Years by Age and Sex7 
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The UHSBS reveals that on average, HIV prevalence is higher in urban areas than rural areas 
and also among the female population than the male population. It is estimated that a total of 
2.6 million people have been infected by HIV in the last 25 years of whom 1.6 million18 have 
passed away. Most of these were from the productive age groups falling between 15 – 49 
years thus affecting the nation’s productivity19. It is also estimated that about 130,000 new 
infections occurred during financial year20 2006/07 alone. This has left a massive burden of 
orphans and helpless or bed ridden adults there by stretching the extended family structure. It 
has also created a large number of orphan headed households, widow headed households, 
increased school dropout and increased early marriages. Findings from longitudinal studies 
by Medical Research Council in Southern Uganda reflect rising HIV & AIDS incidence rates 
in rural setting. Further analysis of secondary data of the UHSBS for ages of 15-49 years 
revealed that HIV prevalence is highest in the widowed category followed by 
divorced/separated populations as shown in Figure 2.2-2 below. 
 

                                                 
18 Policy Recommendations Based on the Major Findings of the 2004-05 Uganda HIV/AIDS Sero-Behavioural 
Study 
19 Ministry of Health records, 2005, 2006, & 2007. 
20 Resources Required to Achieve the Goals of the National Strategic Plan (NSP) 2007/8 – 2011/12. 
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Figure 2.2-2 : Prevalence of HIV Between Age 15-49 Years by Marital Status7 
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The prevalence of HIV appears to increase with increase in wealth as reflected in the Figure 
2.2-3 below.  
 
Figure 2.2-3 : HIV Prevalence Among Wealth Quantile7 
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The prevalence also seems to increase by age for young people between 15 – 24 years as 
depicted in Figure 2.2-4.  
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Figure 2.2-4 : HIV Prevalence Among Young People 15 – 24 Years7 
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Prevalence of Syphilis 

The prevalence of syphilis for the ages 15 – 59 is reflected in the Figure 2.2-5 below. 
Syphilis in men gets to a peak at ages 44-49 years, otherwise before that it appears to be 
increasing generally with age. 
 
It should be noted as a policy, all blood donated is tested by Uganda Blood Transfusion 
Services (UBTS) for HIV, syphilis and hepatitis before it is given to health facilities for 
transfusion. 
 

Figure 2.2-5 : Syphilis Prevalence Between 15-59 Years by Age and Sex7 
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Prevalence of HSV-2 

Herpes Simplex Virus type 2 (HSV-2) mostly transmitted sexually, is highest amongst the 
widowed category but also high in divorced/separated and those currently in union as shown 
in Figure 2.2-6. Since HSV-2 causes genital ulcers, its presence suggests increased risk of 
HIV transmission7. 
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Figure 2.2-6 : Prevalence of Herpes Simplex Type 2 Virus Between Age 15-49 Years by Marital Status 7 
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The prevalence of herpes simplex type 2 for persons 15-59 years is as reflected  
in Figure 2.2-7 below.  It is generally observed that prevalence tends to rise with age. 
 

Figure 2.2-7 : Prevalence of Herpes Simplex Type 2 Virus for Persons 15-59 Years by Age and Sex7 
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The findings above call for specific interventions to address the identified challenges. It is 
expected that interventions will be in line with the strategies identified and reflected in the 
NSP 2007/08 to 2011/12. 
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partner of known status and correct consistent condom use at every risky sexual encounter. 
The national response to the HIV epidemic has evolved from provision of prevention based 
strategies to comprehensive HIV prevention, care, treatment and support services including 
psychosocial support, nutritional support and income generating activities to meet basic 
needs.  
 
During the reporting period, the country continued with implementation of the ABC strategy 
where interventions include IEC for Behaviour Change Communication (BCC) targeting the 
general population with a focus on the youth, persons currently in union (married) and Most 
At Risk Populations (MARP). In the last two years more efforts have been put on prevention 
among positives and reduction of cross generational sex. Couple counselling/testing, condom 
use and abstinence have been promoted.  
 
Following the revision of the National HCT Policy Guidelines, the government rolled out 
Routine Testing and counselling in the clinical settings and other interventions to increase 
access and uptake of HCT e.g Home Based HCT (HBHCT).  

HIV Vaccine Trials 

The Uganda Virus Research Institute’s (UVRI's), a GoU research institute, and the 
International AIDS Vaccine Initiative (IAVI) have been working as partners since August 
2001 to accelerate the development and testing of safe, effective, accessible, preventive HIV 
vaccines to prevent HIV & AIDS, with focus on generating vaccines for use in Uganda and 
Africa. The UVRI/IAVI HIV Vaccine Program is currently conducting a DNA/MVA Phase I 
vaccine trial using 50 volunteers enrolled using protocols approved by the UVRI's Science 
and Ethics Committee and the Uganda National Council for Science and Technology. The 
trials are monitored by a Trial Steering Committee, a Data Monitoring and Ethics Committee 
and a Clinical Research Organization. Phase II will aim at acquiring more information on 
whether the candidate vaccine induces appropriate response. During Phase III, the focus will 
be to find out whether the candidate vaccine protects people from getting HIV. 
 
Makerere University Walter Reed project (MUWRP) founded in 2002, is a Non 
Governmental Not for profit HIV research organization dedicated to find a safe and effective 
HIV vaccine. MUWRP is a collaboration between Makerere University and the US Military 
HIV Research Program which comprise the Walter Reed Army Institute of Research and The 
Henry Jackson Foundation. It was setup to monitor trends in the HIV epidemic in Uganda; 
carry out HIV diagnostics, HIV isolation and qualification and to conduct HIV vaccine trials. 
During the reporting period MUWRP conducted a Phase I Clinical Trial to evaluate the safety 
and Immunogenicity of a Multiclade HIV-1 Recombinant Adenovirus-5 vector vaccine, A 
Phase I/II Clinical Trial to evaluate the safety and immunogenicity of a multiclade HIV-1 
DNA  6-Plasmid vaccine and recently conducted a study in collaboration with the Ugandan 
National Blood Transfusion Service (UNTBS) entitled on Determination of Laboratory 
Reference Data Using Anonymous Healthy Ugandan Blood Bank Donors".  

Condom Availability 

Condom distribution in the country has continued through provision of free condoms in 
public sector and social marketing. Previously there was a decline in use of free condoms due 
to doubt cast on their quality. This has been addressed through post shipment testing of 
condoms, community education and sensitization through TV spots and talk shows as well as 
radio spots to inform the public about measures taken to ensure quality of all condoms in the 
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country including the re-identified “Engabu” brand.  Distribution of condoms has been 
strengthened through dissemination of the national condom distribution guidelines, training 
of District Focal Persons in logistic management in addition to training and facilitation of 
community condom distributors.  
 
During the reporting period of January 2006 to December 2007, 96.6 million 
condoms with an additional 40m in the pipeline, were procured with support from 
USAID, UNFPA and GFATM. Of these 157.8 million free (public sector condoms) were 
distributed and 90.4 million through social marketing.   
 
The government has successfully rolled out Routine Testing16 in the clinical settings (RCT) 
starting with the Regional Referral Hospitals. An effort has also been made to ensure control 
of Sexually Transmitted Diseases (STIs).  

3.2.2 Abstinence and Faithfulness 

Various organisations have come out to advocate for the A and B of the ABC+ HIV 
prevention strategy. Straight Talk Foundation23 is a health communication CSO that produces 
BCC materials with the broad objective to contribute to the improved mental, social and 
physical development of Ugandan adolescents (10-19) and young adults (20-24), keeping its 
audience safe from HIV/STD infection and early pregnancy and to manage challenging 
circumstances such as conflict and deprivation. It originated out of Straight Talk newspaper 
that was first published in 1993 and funded by UNICEF. The Foundation produces 53 radio 
talk shows a week in 11 languages. It produces periodic publications and interactive face-to-
face discussions in schools and surrounding communities.  
 
Young People Empowered and Healthy (YEAH) is a national social and behaviour change 
effort for Uganda’s young people that uses mass media, person-to-person dialogue and 
community media approaches to stimulate dialogue and action and model positive practices. 
The campaign is designed to contribute to a reduction in HIV incidence and early pregnancy, 
and an increase in the proportion of young people who complete primary education and 
beyond.  
 
Faith based organisations have also taken heed to the multi-sectoral collaboration approach to 
fight the HIV & AIDS individually and collectively through joint bodies. Their approach 
basically emphasizes abstinence and faithfulness in marriage and care and support for PHAs. 
The Inter Religious Council of Uganda24 (IRCU) is an initiative that brings together different 
religious organizations in Uganda to work together along areas of common interest like HIV 
& AIDS prevention and promoting the Abstinence and Faithfulness in marriage message. 
IRCU has a Council of Presidents as the heads of the participating religious organisations and 
the Executive Council made up of eight representatives, two from each member religious 
institution. The organisation draws funding from various donors. The efforts include 
sensitisation and training of the targeted groups such as spiritual leaders, HIV & AIDS Clubs, 
sensitisation for behaviour change, and care for PHAs. BCC campaigns especially through 
sermons oriented towards abstinence or faithfulness in marriage and care for the PHAs.  
Messages are also communicated in places of worship through meetings in places of worship, 
and during TV and radio shows. 

                                                 
23 www.straight-talk.or.ug/home/index.html - 30/11/07 
24 www.ecuspace.net/contact.nsf/5e7350302ae36658c1256d0c004edeb3/A08DE9A4101E0F44C1256EA80044F19C?OpenDocument 
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Young People in School 

The Mission of the Public Education Sector of Uganda is to provide for, support, guide, 
coordinate, regulate and promote quality education and sports to all persons in Uganda for 
national integration, individual and national development. The Education Sector25 Strategic 
Plan includes MoES HIV & AIDS Sector Policy Guide, MoES HIV & AIDS Workplace 
policy, Presidential Initiative on AIDS Strategy for Communicating to the Young people 
(PIASCY) and curriculum reviews to integrate HIV & AIDS. These are aimed to guide future 
policy thrusts, prevention and mitigation of the impact of HIV & AIDS and behaviour change 
communication to the youth.  The formulation of the sector HIV & AIDS policy guidelines 
and sector HIV & AIDS workplace policy constitutes a major milestone in the sector’s efforts 
to fight the HIV & AIDS.  
 
In terms of progress, over 3,450 teacher trainees and 18,820 primary school teachers were 
trained in HIV & AIDS competency 151 National Facilitators have been trained, 539 
Coordinating Centre Tutors as Trainers and 6,468 master trainers trained in various HIV & 
AIDS competencies. These are expected to take lead in behaviour change communication 
activities; provide guidance and counselling to other teachers, pupils and students in their 
schools and surrounding communities throughout the country. Over 1,000 schools have re-
activated School Health Clubs activities in their schools. 

3.2.3 Trends in Prevention of Mother to Child Transmission of HIV 

Over the period 2005 to 2007, there has been an increase of PMTCT service delivery sites19 
from 280 to 568 thus taking services nearer to the rural population. Policy guidelines and 
training manuals have been revised to focus on all the four pronged strategy for PMTCT 
namely, primary prevention; prevention of unintended pregnancies among PLWHA; 
reduction of mother to child HIV transmission and provision of comprehensive HIV care for 
the mother and her family19. The country is rolling out use of Combivir (AZT/3TC) plus 
single dose Nevirapine for PMTCT prophylaxis in higher level facilities while the lower level 
health facilities with constraints in human resource continue to use single dose Nevirapine 
only. Population coverage of services has increased from 12% in 2005 to 30% in 2007 of all 
expected HIV positive pregnant women receiving ARVs for PMTCT.  
 
Health facility coverage has increased at Hospital level, Health Centre IV (HC IV), Health 
Centre III (HC III), and Health Centre II (HC II) as shown in Figure 3.2-1. Pregnant women 
tested for HIV during pregnancy increased from 15.6% in 2005 to 35% in 2007. 

                                                 
25 The Education and Sports Sector Annual Performance Report (ESSAPR) July 2006 to June 2007 



UNGASS Uganda Report 2007 to UNAIDS.doc 

23 

Figure 3.2-1 : Health Facilities Providing PMTCT by Level16 
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Initially PMTCT was at HC IV and above. The Health Sector Strategic Plan II for 2005/06 to 
2009/10 has pushed it to HC III level, which explains this increase. 
Figure 3.2-2 : National PMTCT Performance July 2006 – June 200716 
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The quality of PMTCT services has greatly improved across many districts. The number of 
health facilities providing routine HIV counselling and testing for pregnant women increased, 
raising the uptake of HIV testing from 70% of all clients attending ANC at health facilities 
providing PMTCT in 2005/06 to 80% in 2006/07. Figure 3.2-3 shows trends in uptake of 
PMTCT services. In addition missed opportunities in administration of antiretroviral drugs to 
HIV positive mothers has greatly reduced; 81% of all clients diagnosed HIV positive are 
given ARVs as opposed to 64% of clients who tested HIV positive in 2005.  
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Figure 3.2-3 : Trend in Uptake of PMTCT Services16 
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In January 2007, the country started providing services for Early HIV diagnosis among 
infants and 5300 clients from 150 health facilities have been tested of which 20% were HIV 
positive. A few of the infants received Polymerase Chain Reaction (PCR) testing. Guidelines 
for family support groups have been developed and peer psychosocial support groups for 
women, men and HIV infected children   set up in a number of PMTCT sites where clients 
meet regularly for education and sharing experiences. This has contributed to increased 
disclosure of HIV test results to spouses, adherence to care and reducing stigma among 
members. 

3.3 Treatment, Care and Support 

3.3.1 Treatment and Care 

A total of 389 laboratory personnel and 178 non-laboratory health workers were trained in 
rapid16 HIV testing ready for work in the various health facilities. Refresher training was 
given to 280 laboratory workers in routine laboratory procedures. 180 clinicians and 160 
counsellors were trained in appropriate use of the laboratory. A total of 25 laboratory 
technologists were trained in routine servicing and simple repair of CD4 equipment. In order 
to keep the health facilities in a usable, hygienic state, laboratory infrastructure in 32 Health 
Centre IVs were rehabilitated and re-modelled to conform to national standards. Two (2) 
modern regional blood banks at Mbale and Mbarara referral hospitals are being constructed. 
 
MoH developed and pre-tested the HIV & AIDS Handbook for Life Planning skills for health 
educators. Other activities carried by the Ministry included: development and pre-testing of 
IEC/BCC materials for ART advocacy; dissemination of HIV prevention road map and 
facilitated the production and airing of TV and Radio spots and programmes for condom 
promotion; trained 60 HBC Trainers of Trainers from 10 districts and 47 sentinel surveillance 
site staff from the 25 sentinel sites were trained in the updated protocol for conducting ANC 
and STD clinic based HIV surveillance. A number of health workers have been reoriented on 
infection control measures. MoH has partnered with some CSOs and has scaled up provision 
of palliative care to over 50% of the districts in Uganda. 
 
All Districts in the country have established a Health Management Information System 
(HMIS) where medical related data from health facilities is collected and validated.  
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The AIDS Support Organisation, a national AIDS service organisation for PHAs, has been in 
existence for 20 years. It currently has 4 regional offices and 11 treatment centres. They carry 
out training of counsellors, conduct advocacy for HIV & AIDS, counsel PHAs and those 
affected, provide medical care, conduct research and jointly participate in research activities 
as well as professional volunteer program. The PHAs are encouraged to live positively which 
includes among others seeking counselling and testing, accepting their status, seeking 
medical attention, continuing to work for a living, planning for family and avoiding risky 
practices. The organisation has cared for over 190,000 clients by the end of 2007 and 
provided ARVs to over 18,000 clients since inception as of the end of 2007 of whom about 
600 are below the age of 14 years.  
 
AIDS Information Centre was established in 1990 to provide VCT for the HIV. It operates 8 
branches of Kampala, Mbarara, Jinja, Soroti, Kabale, Mbale, Arua and Lira. Based on 2006 
data, slightly over 14% of their HCT clientele was from Internally Displaced People’s camps, 
accessed through outreaches. The organisation provides HIV testing, HIV counselling to over 
160,000 persons annually, train over 250 counsellors annually, trains persons in VCT 
management, trains psychosocial support counsellors, carries out CD4 tests, conducts 
educational talks for Post Test Clubs focusing on PHAs, and provides recreational activities 
for the post test clubs for PHAs among other activities. AIDS Information Centre also offers 
treatment for opportunistic infections and TB. 
 
The Mildmay Centre26, is a Ministry of Health facility that provides HIV prevention, care and 
training services. PHAs access clinical services including provision of ARVs from PEPFAR 
and GoU although some patients access ARVs at their cost. The clinical service includes 
psychiatric and dental services. The centre operates satellite clinics too. Health workers are 
trained in care and management of PHAs. 
 
FBOs, for example Uganda Protestant Medical Bureau, Uganda Catholic Medical Bureau, 
Islamic Medical Association of Uganda, among others, also offer medical support to the 
community. 
 
The ART policy, as designed by MoH, came into effect in 2003 giving way to the provision 
of free ARVs by the public sector. Following this, UAC through the MAP funded WB project 
with technical expertise from MoH launched the public sector free ARVs.  The US$ 2.743 
million34 scheme is aimed at serving 2,500 adults and 500 children for a 2 year period. 
Funding from GFATM was also partly used to procure ARVs. There were also some non-
government organisations offering ART. By December 2003, there were 12,868 PHAs who 
were on ART and this has increased to 106,000 although it is estimated that the demand 
stands at 200,000 PHAs. 
 
ART provision was pioneered by MoH and Ministry of Defence (MoD) through the Joint 
Clinical Research Centre in the year 2002 with 6 sites. Currently JCRC has up to 50 static 
and 25 outreach sites. Services are offered at a cost to the client.  

                                                 
26 The Mildmay Centre Annual Report 2006 - 2007 
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3.3.2 Anti-Retroviral Therapy 

Figure 3.3-1 : Trends in Provision of Antiretroviral Therapy (ART) for Period 2000 - 200719 
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Figure 3.3-1 above shows the rise in ART provision. Uganda has about 286 ART16 sites and 
the procurement of CD4 count machines has increased the accessibility of ART to the poorer 
segments of the population. Community follow up and support is essential for maintaining 
high levels of adherence to ART. Health facilities providing ART need external support for 
their community follow-up activities and resource mobilization. The use of peer support 
groups to support adherence on ART and community follow-up for clients on treatment is 
vital. Adherence to HIV treatment regiments means taking the medicines in all the prescribed 
doses at the right time, in the right dosage and the right method. By September 2007, there 
were 106,000 active clients on ART, of whom 11,000 were HIV positive children.  

3.3.3 Social Support 

The MoGLSD is the GoU department charged with overseeing the OVCs. Its mission is to 
create an enabling environment for social protection and social transformation of 
communities.27 The Ministry houses the OVC Secretariat, and is developing an information 
system for capturing and storing OVC indicators. 
 
Within the framework of the National OVC policy and Strategy, and taking account of the 
decentralised system of governance, various districts like Masaka have been supported and 
are at various stages of development of OVC Strategic plans. District level OVC technical 
committees have been established to oversee implementation of OVC issues. 
 
Although HIV & AIDS is not the only contributor to the increase in the numbers of OVCs, it 
contributes a large percentage. The percentage of children who are orphans and vulnerable8 
was found to be 20.7%. The percentage of children with one or both parents dead is 14.9% 
while those who live in a household where at least one adult has been very sick for at least 3 
months in the past 12 months is 4.7%. The percentage of children who have lost both parents 
is 3.1 %. The percentage of orphans attending school is 81.9%; while those who have shoes, 
two sets of un-torn clothes and a blanket are 24.8%.  At least 11% of female and 17.8 % of 

                                                 
27 www.mglsd.go.ug/ 03/12/07 
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the male OVCs were found to have had sexual intercourse before the age of 15 years. 10.7 % 
of the OVCs are reported to receive medical support in the past 12 months or emotional 
support in past 3 months or social/material support in the past 3 months or school-related 
assistance in the past 12 months. A negligible percentage receives all the four types of 
support8. 
 
The prolonged conflict in northern and western parts of Uganda has terrorised, traumatised 
and caused death to many people. The nature and duration of these conflicts have created 
humanitarian, social and economic costs for all of Uganda, particularly the children. The 
protection of the child is a priority for the GoU as reflected by the Child’s Policy, OVC 
policy and corresponding OVC strategic plan to guarantee the child’s basic rights not 
withstanding funding availability. GoU together with various organisations like Uganda Red 
Cross and World Vision among others are working to help improve the quality of life for 
these children. Some interventions include "No Child Soldiers" Declaration, Pray for the 
children and families trapped in the middle of this conflict, financing the organisations 
implementing activities and negotiations for a peaceful resolution to the conflict. 
 
FBOs, also offer social support to the PHAs and orphans.28 Orphans are in some cases housed 
in orphanage homes, attached to families in case of adoption or offered support while left in 
their original home. The children are offered love, care, spiritual and discipleship. Physical 
basic needs are also provided. The children are equipping29 with the essential moral values 
and life skills that will later on in life enable them to make a significant and lasting impact on 
society. There is also a focus on widows who are most often abandoned after the death of the 
husband(s) with assistance of heifers, goats, oxen and home care packages. FBOs also offer 
support to OVC in conflict affected areas with food, clothing, material support and 
psychosocial support. 

3.4 Planning, Resource Management and Finance 

3.4.1 Long Term Institutional Arrangement  

Uganda has developed a Long Term Institutional Arrangement (LTIA)30 with goal of re-
aligning all funding mechanisms to existing institutional arrangements thereby minimising 
duplication and fragmentation of interventions. This is consistent with the Paris Declaration 
on Aid Effectiveness (March, 2005), the Rome Declaration on Harmonisation (February, 
2003), the Marrakech Roundtable on Managing for Development Results (February, 2004) 
and Recommendations of the Global Task Team (June 2005) for a more effective AIDS 
response. Under this LTIA arrangement, budget support financing was adopted, ring-fenced 
in the Poverty Action Fund (PAF) mode following guidelines with MoFPED as the principle 
recipient. Existing national and sub-national co-ordination structures such as the Health 
Policy Advisory Committee, AIDS Partnership Committee (PC), District Technical Planning 
Committee, District Health Team, District Community-Based Services Office and District 
HIV & AIDS Committee will be used. The structures should ensure meaningful engagement 
of the civil society. GoU procedures on procurement and finance management under the 
public finance and management act will be used. Existing reporting, monitoring and audit 
arrangements used for PAF will be strengthened and used. 

                                                 
28 paguganda.org/content.php?i=8 30/11/07 
29 www.watoto.com 30/11/07 
30 Proposed Long Term Institutional Arrangement for the Programmes of the Global fund to fight AIDS, 
Tuberculosis and Malaria (GFATM) in Uganda - 2006. 
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3.4.2 HIV & AIDS Expenditures 

A consultant was hired to generate both public and private expenditures in HIV & AIDS for 
the financial years 2005/0614. The assessment of AIDS spending by categories involved 
extensive review of documents and stakeholder discussion and meetings with the relevant 
officials both in the public and private sectors. The donor community, both bilateral and 
multilateral organisations were the major sources of the data since they constitute the largest 
source of funding for HIV & AIDS in Uganda. This reflects a 6.1% public funding as 
reflected in Table 3.4-1. 
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Table 3.4-1 Summary HIV & AIDS Expenditures - for Financial Year 2005/0614 

 AIDS Spending categories Government Non-Government Total %

Prevention                     -   67,883,659,823 67,883,659,823 19%
Care and Treatment  6,464,856,763 146,324,634,498 152,789,491,261 42%
Orphans and Vulnerable Children                     -   24,611,793,105 24,611,793,105 7%
Program Management and 
Administration 

15,630,428,058 64,898,546,671 80,528,974,729 22%

Incentives for Human Resources                     -   1,692,999,066 1,692,999,066 0%
Social Protection and Social Services 
excluding Orphans and Vulnerable 
Children 

                     -   1,759,592,990 1,759,592,990 0%

Enabling environment and 
community Development 

                     -   929,011,872 929,011,872 0%

Research excluding operations                      -   33,004,475,915 33,004,475,915 9%

Totals 22,095,284,821 341,104,713,939 363,199,998,761 100%
Percentage 6.1% 93.9%

  
The National AIDS funding matrix based on 8 National AIDS Spending Assessment 
categories by financing sources mainly public and private, is reflected in Appendix 2a. The 
private sources of funding are further sub-divided into bilateral and multilateral sources. 
Under multilateral organisations, further sub-division is done14. As can be seen in table 3.4-1, 
42% of funding is spent on Care and Treatment activities; 22% is spent on Programme 
management and administration while 19% is on Prevention and enabling environment and 
community development is least funded activity. 
 
It was very difficult to obtain all data on expenditure on HIV & AIDS spending by both 
public and the private sector due to insufficient and incomplete data in different reports as 
well as methodological differences in data collection. Funds are allocated from GoU to the 
DLGs but it has not been possible to tease out the proportion that goes to HIV & AIDS due to 
the integrated approach to service delivery; and the fact that, being a cross-cutting issue, HIV 
& AIDS has not been accorded a special budget line/vote. 
 
The categories of OVC and Prevention do not reflect any public spending although the GoU 
spent towards them14. This is due to the integrated approach to delivery of services making it 
difficult to sort out specifically the funding towards HIV & AIDS. Under the Universal 
Primary Education (UPE) and Universal Secondary Education (USE) OVC are catered for. 
Disaggregating the PAF to estimate the aggregated HIV & AIDS spending by the DLG and 
GoU is not possible. HIV & AIDS is looked at as another health problem thus even the 
advocacy and sensitisation elements are not easy to isolate. 
 
The budget support funding by the development partners that was specifically meant for HIV 
& AIDS could not be isolated because of the integrated approach of implementation of 
activities. 
 
It should also be noted that different organisations use different reporting timeframes and 
thus much data on spending for the financial year 2006/07 was not yet available since the 
accounts had not yet been audited. This has created a gap in the dataset14 and thus this 
period’s financial status is omitted. 
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Evidence Based, Consultative & Participatory Approach to Development of the NSP 

The evidence based, consultative, participatory and fully interactive process used in 
developing the NSP 2007/8-2011/12 features among the best practices. This includes 
involvement of stakeholders in assessing the country’s performance under the previous NSF 
2001/02 to 2005/06, identifying needs, assessing capacity to respond and shaping priorities 
for further action. The process was initiated in 2005 during the November Joint Annual AIDS 
Review (JAR) and was formally launched in August 2006 with stakeholder consensus on the 
various major phases and their outputs. The process featured extensive stakeholder 
consultations at national, district and lower levels through technical working groups (TWGs), 
district consultation fora, an appointed National Task Force, the Partnership Committee and 
finally the 2007 National Partnership Forum. This has promoted shared perspectives on 
priorities and approaches to the response among current and potential HIV & AIDS actors. 

Condom Post Shipment Testing 

UAC initiated in-country post-shipment testing34 of condoms through a World Bank 
procurement, under MAP, of the condom-testing machine (US$ 0.190 million) to reduce the 
costs of post-shipment testing thus making the exercise affordable and therefore sustainable. 
The machine was handed to the National Drug Authority to ensure a sustained quality of 
condoms. Testing should therefore continue even when the donor funding is over, since the 
cost of post-shipment is included in procurement cost. 

Strategic Planning at DLGs 

GoU and Partners have funded and supported 50% of Ugandan districts to develop 5 year 
HIV & AIDS strategic plans to enable them to have a long term strategy to handle HIV & 
AIDS issues within their local governments. Many AIDS Development Partners have bought 
into these plans and offer funding. It will be easier for donors to fund an existing plan. If 
these strategic plans can be implemented, they will greatly contribute to the NSP.  

Partners of FBOs 

The Inter-Religious Council of Uganda (IRCU) has tremendously contributed to the 
coordination and management of the AIDS response. The IRCU has however established a 
credible forum for leadership in the religious organisation in Uganda to work together. It has 
brought together Roman Catholic, Muslims, Anglican and Orthodox communities united 
against AIDS under the SCE’s FBOs. They jointly dialog on the dynamics and impacts of the 
epidemic and how to utilize their structures and systems to deliver services in collaboration 
with other stakeholders. The IRCU has even developed financial granting capacity for 
stakeholders in this sector, which takes resources and eventually services nearer people in all 
corners of the country. FBOs usually are expected to at a comparative advantage to champion 
Abstinence and Faithfulness in marriage message. 

4.2 Scale-up and Sustaining Programmes 

Since the late 1980s, the country’s response has hinged on community involvement and 
ownership of the response that leads to growing AIDS competence. It is acknowledged that 
even with increasing access to resources, communities will not actively take up services if 
they are not appropriate to their contexts. The recognition to work with and develop 
community capacity has been an underlying principle in many national programmes 
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including funding mechanisms. These have cultivated good practices at community level that 
form foundations for successive programmes 

The Community-led HIV and AIDS Initiative (CHAI) Component of the MAP Project 

The CHAI component nurtured many community groups around common problems. CHAI 
encouraged group members to identify and analyse problems, participate effectively in family 
and group activities like meetings, farming, home visiting and community mobilization and 
sensitisation on a voluntary basis.  This created ownership and developed skills in leadership 
at community level that is regarded as an important good practice34.  
 
After the phasing out of the MAP funding, many CHAI groups took on sustainability 
approaches through building of alliances and linkages with other support agencies like 
development partners, Local Government structures, Civil Society Organisations (CSOs) and 
Community Based Organisations (CBOs). Through such alliances the groups have continued 
to handle issues related to financial support, skills improvement/development and service 
provision.  Some CHAI groups have grown from small CBOs to resident NGOs thus giving 
technical support to other CBOs in various areas such as sensitisation, resource mobilisation 
and financial management. Some CHAIs have engaged in innovative community strategies 
for sustaining their activities like crop and/or animal husbandry, drama and handicraft 
making. Income is generated from selling crop or animal produce, etc. The funds are used to 
support orphan children with scholastic materials & requirements, dues, buying essentials for 
PHAs or orphans and for transporting PHAs for treatment.  

4.3 Effective Prevention Programmes;  

The NSF mid-term review revealed waning prevention efforts, which led to the initiation 
and/or strengthening of several national level programmes to expand the response and 
featuring some good practices. 
 
The PIASCY school-based programme and the Young Empowered and Healthy 
(YEAH) Campaign. The development of both pioneered comprehensive partnerships in 
prevention, targeting message consistency and acceptability across cultural, religious and 
social differences. The PIASCY programme presents an integrated approach to age-specific 
growing up issues within the school teaching model that positions the learner’s welfare as 
central. The YEAH campaign targets more of out of school young people with edutainment 
approaches that address environments that predispose them to risky behaviour and HIV 
infection thus strategically situating the ABC model. The PIASCY programme is 
progressively developing the education sector into an AIDS competent sector through 
structured mainstreaming approaches. The YEAH campaign received a regional BCC award 
from AfricomNet for innovation in communicating to young people in February 2007. 
 
Home-based HIV Counselling and Testing (HCT): This programme was successfully 
piloted in the districts of Tororo and Mbarara through American funding with great success. 
The pilot revealed that the intervention is feasible, acceptable, increases opportunities for 
couple testing and mutual disclosure of results, offers a safe environment for couples to 
discuss risk concerns and issues, and allows psychosocial support for all family members. 
These positive outcomes have informed intensified programming at various levels and also 
policy formulation.  
                                                 
34 End of Project Report for Uganda HIV/AIDS Control Project 2001-2006 (Cr. 3459 UG) - December 2006 
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Abstinence 

Some CSOs are enlisting the youth and encouraging them to abstain from sex till marriage, 
and this is thought to be a good practice. The young people are followed up so as to maintain 
their commitment. 
 
Prevention with Positives where PHAs sensitise the public through testimony is thought also 
to be a good practice.  

4.4 Treatment, Care and Support Programmes 

Treatment 

Uganda boasts of centres of excellence in provision of prophylactic and clinical care to the 
infected. The Joint Clinical Research Centre and Infectious Diseases Institute feature among 
the best practices in combining quality care and research into clinical care specifically ARV 
drug adherence, interactions, resistance monitoring, drug switching, etc in the African 
context. Besides this, both centres have innovatively enhanced treatment and support to 
children and adolescents. The Joint Clinical Research Centre has OVCs enrolled on free ART 
with appropriate support services and is championing access to paediatric formulation. The 
IDI runs one of the largest support facilities in the country that provides friendly services to 
infected children, adolescents and young people in the country. The Joint Clinical Research 
Centre’s satellite site around the country are a demonstration that quality care can be easily 
accessible even in the most remote parts of the country 

Care and Support 

HIV & AIDS Post Test Clubs, mostly coined around HIV & AIDS care centres, are 
established to provide public awareness about HIV & AIDS through music, drama and / or 
testimony and provide on-going psycho-social support to the members. This includes the 
promotion of the ABC+ strategy. The PHAs are also encouraged on a positive living attitude 
which includes practices like adherence to35 treatment especially free ART programs, status 
disclosure to close family members. HIV & AIDS Post Test Clubs have greatly contributed to 
the reduction of stigma and access to funding sources for material support and income 
generation.  
 
The AIDS Support Organization: The AIDS Support Organisation continues to innovate 
around integration of prevention, treatment, care support services to over 100,000 clients and 
their families around the country. The AIDS Support Organisation has championed access to 
care and treatment to many of the infected and affected who would not have otherwise 
afforded the services.  
 
Mildmay Jajja’s Home is a unique facility providing comprehensive services to HIV 
infected and affected children. Located in a semi urban area, the Home receives and actively 
identifies affected children in communities around the structure for day-care/outpatient and in 
patient services. Children are provided with rehabilitation services, nutritional support, 
recreational services, treatment for HIV & AIDS and opportunistic infections and 
psychosocial support. The Home provides a glimmer of hope to many guardians and parents 
who do not have time and resources to take care of their affected children and even those who 

                                                 
35 HIV/AIDS in Africa – Getting Results – World Bank Global AIDS Programme and ACT Africa - 2006 
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were inadvertently and purposely ignoring infected children waiting for their deaths. The 
Home is currently among the few facilities providing all round integrated support combining 
facility-based and home care approaches to children in the face of the epidemic. 
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5.0 Major challenges and remedial actions 

5.1 Progress made on key challenges identified in 2005 

In 2005, a number of challenges were identified to be affecting implementation and 
realisation of NSP targets.  This chapter discusses progress made during the reporting period 
in addressing those challenges and suggests some remedial measures to be taken.  

Time Bound Duration of Funding for Existing HIV & AIDS Programmes 

Despite the ending of various funding cycles, funding to key HIV & AIDS interventions has 
continued to be earmark and availed through GoU and AIDS Development Partners. The 
New NSP 2007/08 to 2011/12 has also identified and costed the National Priorities and 
various AIDS Development Partners have indicated interest to offer funds. The GFATM 
Round 7 proposal for Uganda for the HIV & AIDS component was approved, by Geneva 
Office. These funds are to be managed under the LTIA as agreed upon. The USG has also 
continued to fund HIV & AIDS interventions. UNAIDS and other UN agencies have also 
continued to fund HIV & AIDS interventions. This has allowed continuity of key HIV & 
AIDS interventions. A funding arrangement has been established where AIDS Development 
Partners contribute to a fund to be accessed by CSOs. The management of these funds is 
administered following the LTIA. 

Poor National Coverage in Implementation of The HIV & AIDS NSF 2001/02 – 2005/06 

In the past two years, the national HIV & AIDS programme has been finalising objectives as 
set for the previous National Strategic Framework 2001/02 to 2005/06 for HIV & AIDS, 
reviewing its performance and developing a new plan that will enhance achievements and 
address the identified gaps. The overall goal of the new strategy is to achieve universal access 
targets for HIV & AIDS prevention, care, treatment and social support by 2012. And the aim 
is to reduce new HIV infection by 40%, to scale up and reach 80% of those in need of care 
and treatment, and to expand social support to 54% by the year 2012. It is hoped that these in 
place together with regular focused reporting and follow up using the PMMP and operational 
handbook, will address the challenges of reaching all communities with relevant 
programmes. More resources are being mobilised from local and international sources as 
mentioned under Chapter 4 to fund the new national HIV & AIDS strategy. There is need to 
build the capacity of implementers at sub national levels. 

Limited Program Coverage and High HIV Prevalence rates in the Conflict Areas of 
Northern Uganda 

In addressing limited coverage in conflict areas, UAC together with other development 
partners have set up a special programme for Northern Uganda called National AIDS 
Committee on AIDS in Emergency settings to specifically scale-up HIV & AIDS 
interventions and coordination efforts in this region. This programme has been operational 
for the past two years. It is designed to undertake periodic quarterly reviews through 
fieldwork and meetings and is so far demonstrating progress. Additional funding specifically 
targeting the conflict area in Northern Uganda includes USG funding for AIDS, TB and 
Malaria. Various national and international CSOs have extended a hand of assistance to the 
conflict areas focusing on OVCs, material support, counselling, education, HIV & AIDS 
sensitisation, provision of relief items, spiritual nourishment, housing e.t.c. There are ongoing 
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peace talks and cease fire between the GoU and the warring factions. Quite a number of 
people are returning to their homes in anticipation of peace.   

Weak Status of Mainstreaming of HIV & AIDS in the Public and Private Sectors 

The 2004/5-2007/8 Poverty Eradication Action Plan (PEAP), which is a four year national 
development agenda, recognizes HIV & AIDS as a cross cutting issue and a contributing 
factor in the increase in household poverty and limiting progress in human development. A 
review of the integration and mainstreaming of HIV & AIDS in planning and budgeting in 
government sectors shows that sectors have developed varying strategies to address 
challenges of HIV & AIDS in their sectors. For example, Ministry of Finance, Planning and 
Economic Development (MoFPED) and Ministry of Public Service provide health care 
service to their workers that are infected with HIV & AIDS through an agreement with Joint 
Clinical Research Centre. Ministry of Education developed manuals on HIV & AIDS to 
address the Youth in school and reduce on their vulnerability. Ministry of Works, Transport 
and Housing has a HIV & AIDS workplace policy in place. 
 
As a measure to standardise mainstreaming practices in the Public Sector, MoFPED together 
with UAC and UNDP developed an HIV & AIDS mainstreaming guideline in 2007 through a 
consultative process, which involved other GoU Ministries, Local Governments and AIDS 
Development Partners. This guideline is purposed to enhance the strategic management of the 
national HIV and AIDS response by adding value, increasing relevance and scaling up 
different interventions of the public sector. Furthermore, the MoFPED budget call circular for 
financial year 2008/9 has instructed all Government Ministries, Agencies and Local 
Governments to mainstream HIV & AIDS in their budget framework papers and eventually 
their budgets. This is expected to be the practice henceforth. A draft policy on mainstreaming 
is in its final stages of development.  
 

Stock-Outs of Essential Supplies, Drugs and Other Commodities 

Due to lack of harmonisation and information exchange regarding procurement and supply 
chain management by partners supporting HIV commodities management, stock-outs of 
essential supplies, drugs and other commodities has been experienced. To address this, the 
Procurement Unit of MoH is being strengthened with Technical Assistance from USAID and 
expansion of its establishment. In addition a procurements and supply chain management 
Committee comprising key partners has been formed and meets regularly. By requirement, 
Partners are expected to inform the Supply Chain Management Committee of the 
procurement plans and MoH is in the process of preparing a joint procurement plan for all 
HIV & AIDS commodities. 

Human Resource and Infrastructure Constraints 

During the reporting period, human resource and infrastructure remained a major constraint 
especially in the health sector. Fortunately, the Heath Service Commission is in place and 
efforts are underway to strengthen it to fulfil its objective of ensuring that all positions in the 
health sector are filled with qualified and competent persons.  Furthermore, attention is being 
paid to the special needs and problems that affect workers in the health services. The Human 
Resource for Health policy is in use and its corresponding strategic plan (2005 – 2020) has 
been finalized and awaits publication.  
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Arrangements to build the capacity of human resource in the health sector are ongoing. This 
includes in-service training, orientation in new methods, sharing experiences and training 
workshops, on-the-job training, training on effective use of data, training in M&E e.t.c. 
Specialised training of users on new and modern methods like HIV testing methods and 
equipment like CD4 count machines and viral load analysers, is underway and is likely to be 
a continuous undertaking. 
 
The physical health infrastructure is being further developed and management improved 
upon. Under the Essential Medical Equipment Credit Line, procurement of essential medical 
equipment is being undertaken. The National Advisory Committee on medical equipment is 
reviewing the equipment policy document to update the equipment list for each level and 
respective technical specification(s). Some health facilities continue to be rehabilitated, 
refurbished and re-equipped. 

Wide Gap Between Level of HIV & AIDS Awareness and Appropriate Behaviour 
Change 

There have been specific campaigns geared at addressing awareness and behaviour gaps 
following an in-depth study that identified accelerators of the HIV & AIDS epidemic in 
Uganda. These have focused on prevention among the HIV positives as well as discordant 
couples, prevention of cross-generation sex, prevention programmes of MARPS like the 
fishing communities and CSWs, HCT at household levels. Behavioural Change Strategies to 
address the identified gaps are included in the new NSP ready for implementation. Some 
CSOs are doing a lot of work in this area especially targeting the youth in and out of school. 
The FBOs are also critically looking at addressing at an increased level the behaviours among 
the married. 

Institutionalisation of The ‘Three Ones’ Principle 

Efforts to strengthen the 3rd Principle of the ‘Three Ones’ are underway. UAC as the national 
co-ordinator on HIV & AIDS has led the nation in developing the NSP following a 
participatory, consultative and interactive approach. This has created a stakeholder ownership 
of the NSP. There are plans to ensure wide dissemination of the New NSP. Following a 
similar approach, a M&E plan for the NSP called the PMMP together with the operational 
handbook have been developed and are to be disseminated in 2008. An intervention reporting 
system for all implementers is to be set up using a web enabled interface. This is expected to 
further strengthen the principle. 

5.2 Challenges Faced Throughout the Reporting Period 

Many challenges identified in the 2005 UNGASS Country Report are still outstanding; 
although, to a large extent, some measures have been taken to address them as discussed 
above. 

Missing Baseline Values in the NSP 

Some indicators in the NSP 2007/08 – 2011/12 lack baseline values. However, some effort is 
being made to obtain these values through the respective line GoU Ministries. In order to 
measure the progress of implementation of the NSP 2007/08 – 2011/12, presence of baseline 
values is vital for measurement of progress, although some of these indicators require a 
sizable amount of resources. 
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Table 6.1-1 below shows the financial contribution of AIDS Development Partners to the 
national response in broad categories. 
Table 6.1-1  Proportion contribution of total expenditure for 2005/06 Ug. Shs 14 

Donor Category
Total Expenditure 

2005/06 Ug. Shs. %

Bilaterals 280,690,303,339     77%
Multilaterals 60,414,410,601       17%

Total 363,199,998,761    

 
 
The Global Fund to fight AIDS, Tuberculosis and Malaria (GF) approved the Ugandan round 
7 HIV & AIDS proposal of $268,800,980 of which $84,358,482 (i.e. 31.4%) will become 
available upon grant signature. The funding will have duration of 2 years. The total funds so 
far disbursed under round 3 of GF are $46,362,091 out of an approved $70,357,632. 

6.2 Actions That Need to be Taken By Development Partners To 
Ensure Targets 

There are many gaps in the current national efforts to combat the AIDS epidemic that need to 
be addressed with the support of AIDS Development Partners.  They include: 
 

a) AIDS Development Partner interventions to support the National Response 
should be aligned with the NSP 2007/08 to 2011/12 in line with the Paris 
Declaration on Aid Effectiveness (March, 2005). 

b) Achieving geographical and thematic equity including the hard to reach areas 
and the MARPs (CSWs, Fisher People, Truck drivers etc).  

c) Strengthening the existing systems for delivery of HIV & AIDS systems rather 
than setting up parallel systems to ensure that universal targets are attained by 
2010.  

d) Building of skills of stakeholders, including networks in financial resource 
mobilization and management. This could begin with assistance in developing 
a clear national capacity development plan.  

e) Designing and agreeing on a joint planning approach for improved resource 
utilisation and coherence. This could include joint reporting approaches and 
sharing of annual plans, budgets, progress reports etc.  

f) Continue supporting and encouraging GoU sectors to mainstream HIV & 
AIDS NSP strategies/activities into their various operational plans. 

g) Assisting the GoU to operationalise the PMMP for the NSP 2007/08 – 
2011/12 to ensure a continued development of the M&E process and capacity. 

h) Assisting GOU sectors to generate the missing baseline values of the 
identified NSP indicators. 

i) Advocating for increased resource allocation for HIV & AIDS in government 
budgeting processes at all levels.  

j) Supporting the development of a Resource Mobilization and Advocacy 
Strategy. 

k) Advocate for institutionalisation of a resource tracking system e.g. NASA. 
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7.4 Required Technical Assistance 

With specific reference to Monitoring and Evaluation System technical assistance is required 
over the next two year period to fill the existing gaps in the PMMP indicator baseline values. 
Furthermore, technical and financial assistance is required to support and advocate for the 
process of institutionalising data identified in the PMMP. 
 
Finally, there is need for technical assistance in rolling out o the PMMP, estimation of a HIV 
incidence, implementing the NRP and the mid term review of the NSP. 
 
The general Monitoring and Evaluation system for HIV & AIDS across the GoU Ministries 
requires short term, medium term and long term Technical Assistance to strengthen various 
weak points. 
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Appendix 1 : Consultation/preparation process for the country report on 
monitoring the progress towards the implementation of the Declaration of Commitment 
on HIV & AIDS. 

In order to put this report together, various national level stakeholders from both public and 
private sectors were contacted to complete the UNGASS data collection instruments. These 
were drawn from various government departments, the donor community and non-
government organisations. A desk review of available documents from various stakeholders 
and partners was also conducted. The documents included periodic reports, survey reports, 
in-depth study reports and institutional documents from various stakeholders. Four (4) 
meetings were convened for a consensus position. A list of both government and non – 
government respondents are reflected in Appendix 2c and the questionnaires duly filled are 
shown in Appendix 2e and 2f. A final consensus meeting of about 100 stakeholders was also 
held to discuss and agree on the contents of the report. The list of participants is also attached 
in Appendix 2d. The Monitoring & Evaluation (M&E) Sub Committee met and reviewed the 
report before it was submitted to UNAIDS. 
 
All key UNGASS indicators have been incorporated into the new NSP for 2007/08 to 
2011/12. 
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Appendix 2a. : National Funding matrix for financial year 2005/06 
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Appendix 2b. : National Composite Policy Index (NCPI) 2007 
 
Country : Uganda 
 

Name of the National AIDS committee Officer in charge : 
Charles Nkolo Kusasira 
Lubanga 

 

Signed :    

Postal Address : P.O. Box 10779   
 
 
 

Tel : +256414 288065   

Fax :    

E-mail : cnkolo@uac.go.ug   
 
 
 
 

Date of submission : 15th January, 2008   
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Appendix 2d. : M&E Sub-Committee Composition (UNGASS) 
 
No. Name Organisation 
1 Dr Brian Wall UNAIDS 
2 Dr Martin Odiit REQHC 
3 Matovu Chamaine CDC 
4 Rose Nalwadda DPM, UAC 
5 Edward Were UAC 
6 Charles Nkolo UAC – M&E 
7 Atwine Moses ACE Project – USG 
8 Scovia Nabbanja UAC 
9 Rosemary Kindyomunda UAC – NADIC 
10 Rose Kabugo Rujumba UAC – Decentralised Response 
11 Benson Bagorogoza UAC – Resource Mobilisation 
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Appendix 2d. : Participants of the Final UNGASS Consensus Meeting 
 
No. Name Organisation Telephone E-mail 
1 Kityo Henry UAC 0772355733 Shk355733@yahoo.com 
2 Babi James UAC 0752803796  
3 Ndagano Resty RUBAGA HOME 

CARE 
0772426692 rstyndagano@yahoo.com 

4 Namutebi Tracy  0772938432 tracie2k4@yahoo.com 
5 Nabbanja Scovia UAC 0772438750 snabbanja@uac.go.ug 
6 Omasete Richard VCS 0752551349 romasete@aidsfocalpoint.ug 
7 Jane Wilson UNAIDS  wilsonj@unaids.org 
8 Brian Wall UNAIDS 0774426689 wallB@UNAIDS.org 
9 Manji Kur  0772983393 mayirehospiceafrica.or.ug 
10 Nabbabi Lydia PAG 0772403674 By_gods_love@hotmail.com 
11 Nkolo Charles UAC 0782472789 cnkolo@uac.go.ug 
12 Bagorogoza B UAC 0772680119 Bbagorogoza@uac.go.ug 
13 Muttu David UAC 0772451146 dmuttu@uac.go.ug 
14 Kizito Samuel SDA UGANDA 

UNION 
0772493900 bsamuelkizito@yahoo.co.uk 

15 Wadambwa 
Francis 

WORLD VISION 0782359579 wadambwafranco@yahoo.co
m 

16 Mukwaya Benon MPIJI DLC 0772930681 Mukwayaben2001@yahoo.co
m 

17 Namagembe Carol UWESO 0772570427 carol@uweso.org 
18 Odoi Judith MTTI 0712184818 tibakunirwa@hotmail.com 
19 Nalumansi Angella NEWVISION 0751904919  
20 Nabafu Eunice UGANET 07120228581 enabafu@yahoo.com 
21 Kavuma Lucy MIA-EMM DEPT. 0752655530 lucykavuma@yahoo.com 
22 Dr. Nakiwogga 

Muwanga Alice 
IDI 0772451716 amuwamga@idi.co.ug 

23 Kitara Paul RUDEA-KAYUNGA 0712191152 kkatoms@yahoo.com 
24 Aheebwa Peninah MINISTRY OF 

ENERGY & 
MINERALS 

0712383866 peninah@energy.go.ug 

25 Cwinyaai Peter UAC 0772537305 spetercwinyai@yahoo.com 
26 Kusasira Stephen MOD 0772405750 kusasiras@yahoo.com 
27 Nankinga Justine MOH 0772479855 nankingaj@yahoo.co.uk 
28 Were Edward UAC 0392961230 ewere@uac.go.ug 
29 Mondu Steven CRDF 0773099075 stevenmondu@yahoo.com 
30 Byibesho Sabina DHO MASAKA 0772343070  
31 Prof. Mugambi P.E UNAS 0772454541 ppmugambi@yahoo.co.uk 
32 Murunji Sarah IRISH AID 0772480116 Sarah.murungi@dfa.ie 
33 Musinguzi Joram UGANDA RED 

CROSS SOCIETY 
0782786818 misinguzijoram@yahoo.com 

34 Dr. Konda 
Anthony 

MUKONO DISTRICT 0772402784 akkigayi@yahoo.com 

35 Kyomukama Flavia NAFUPHANU 0772602138 flavikomukama@yahoo.com 
36 Kavuma John 

Bosco 
NPA 0772871414 bokavuma@yahoo.com 

37 Zalwango Vivian UAC 0772416488 zalvivian@yahoo.com 
38 Nviiri Hellen UBOS 0772492162 Hellen.nviiri2ubos.org 
39 Yawe Robert AGNA UGANDA 0772962909 Yawe2003200@yahoo.com 
40 Oketch Fred YOUNG POSITIVES 0752651749 foketch@yahoo.com 
41 Oduka Mary IRISH AID 0772744300 mary.oduka@dfa.ie 
43 Hajji Tezikuba IRCU 0772480850 focalug@yahoo.com 
44 Tusubira Fred PRIVATE SECTOR 0773015682 tusubirafred@yahoo.com 
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No. Name Organisation Telephone E-mail 
45 DR. Korukiiko 

Lucy 
UAC 0772856556 lucy@uac.go.ug 

46 Dr. Nabiryo 
Christine 

TASO 0772619148 nabiryoc@tasouganda.org 

47 Gashirabakye C  0772431768 gashirach@yahoo.com 
48 Kabugo Rose UAC 0772461513 rkabugo@uac.go.ug 
49 Muwanga Dick AGH 0782804858  
50 Masika Hope NACWOLA 0712495374 Masika2000@yahoo.com 
51 Buluba Florence NAFOPHANU 0772474768 bulubaflorence@yahoo.com 
52 Kalumbi Joyce UAC 0772414729  
53 Rugyendo Simon AIC-MBARARA 0782680237 Rugyendo09@yahoo.co.ug 
54 Kwesigye Steven MOE 0712217155  
55 Taremwa Moses TASO 07825911303  
56 Bamanyaki Stella HNC 0712317602 stella@healthnatconsult.com 
57 Dr. Nawavvu 

Cecilia 
MJAP 0772496414 cnamavvu@yahoo.com 

58 Zikusoka Charlotte HEALTHNET 
CONSULT 

0712116050 charlotte@healthnetconsult.c
om 

59 Tumwine Mark HEALTHNET 
CONSULT 

0772497860 mark@healthnetconsult.com 

60 Mukibi Richard KCCC 0782577356  
61 Kajimbe Jesse  0712591656  
62 Seruma Monica MOWT 0772612673 minicaseruma@yahoo.com 
63 Atim Salome NAFOPHANU 0782339839 salomeatim@yahoo.com 
64 Dr. Nyabwana 

Denson 
MOIA-PRISONS 0782705211 densonra@yahoo.co.uk 

65 Byenkya FMA 0772445500  
66 Okoth Thomas TORORO 

COMMUNITY 
BAESD CARE 

0772483949  

67 Kamukama F TASO-MBALE 0782990303 franka@yahoo.com 
68 Lubanga Timothy OPM-PRDP 0772451852 tklubanga@yahoo.co.uk 
69 Byarugaba John  IRCU 0772445544 johnbyarugaba@ircu.or.ug 
70 Kizza Paul MOH O772445544 pmgkiza@yahoo.com 
71 Kyondyomunda 

Rosemary 
UAC 0712492888 rkyondyomunda@uac.go.ug 

72 Begame Floerence TOCBANH 0772517100 tocbanh@yahoo.com 
73 Tatweba Lillian UAC 0772479402 itatwebwa@uac.go.ug 
74 Dr. Odiit Martin RCQHC 0772690007 odiitmtn@yahoo.com 
75 Nakanjako Aida UAC 0772312476 aida@uac.go.ug 
76 Nampiima Damalie NAYA 0712552422 d kiguba@yahoo.com 
77 Wobusobozi 

Solomon 
PRISONS 0772542198  

78 Mugume Fred UAC 0782382187 frdmugume@yahoo.co.uk 
79 Mugisha James UAC 0712630578  
80 Ssejemba William UAC 0712996105  
81 Kabagambe Steven Coordinator Private 

Sector 
0774999292  

82 Imalingat J.F UAC 0772618365  
83 Nambalirwa 

Robinah 
UAC 0772851891  
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